INTRODUCTION
This is a companion paper to Brennan et al (2010) 
The Peninsula Experience
Peninsula Medical School (hereafter 'Peninsula') has deliberately set out to innovate in undergraduate curriculum development, guided in particular by evidence from contemporary work-based educational thinking (Bleakley, 2006; Bleakley, Bligh & Browne, in press) including activity theory (Engeström, 2008) , complexity science (Bleakley, in press) and second wave curriculum reconceptualisation (Pinar, 2004 (Pinar, , 2006 . Established in 2002 and serving the far South West of England, Peninsula had the advantage of starting with a clean slate, while closely monitored by the General Medical Council for quality. The curriculum, which is constantly being enhanced, explicitly sets out to produce 'tomorrow's doctors,' fit for practice in the 21 st century -strong on clinical science but centred on patients (Bleakley & Bligh, This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 4 2008). The curriculum places a strong emphasis on early and sustained clinical exposure and participation, with meaningful patient contact a product of design of learning opportunities. Learning methods stress focused and structured activity, followed by integrative reflection, based around patients as persons, not 'cases.'
Real clinical experience, involving learning from patients, is then at the heart of the curriculum.
Peninsula places great emphasis upon 'achieving excellence' (Tooke, 2007) , moving beyond the merely competent doctor to one with 'added value. ' We predicted that our graduates would strive for excellence clinically, be able to integrate this with expertise in communication and team working, demonstrate humane and ethical practice, develop leadership qualities and, importantly, show high tolerance of uncertainty and ambiguity. This is a combination of both preparedness for role and development of identity in which both tolerance of uncertainty and preparedness to collaborate are central characteristics. The curriculum then promises much, but does it deliver -do graduates from that curriculum feel prepared for transition to work as a doctor, a question of confidence as much as competence?
In order to address this question, we piloted a complex multi-methods evaluation with our first cohort of graduates (2007) and from this developed an evaluation model that we then implemented with our second cohort of graduates (2008) . This paper reports the first stage and level of the evaluation of the 2008 graduate cohortgraduates' perceptions of how well prepared they were for practice as a doctor, collected as a retrospective account where questionnaires were administered towards the end of their first placement on FY1. Further evaluations will include a longitudinal tracking of this cohort and measures of performance gathered from Foundation assessments. This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 6 Subsequent interviews revealed a number of key areas of concern, such as difficulties in adapting to hospital procedures and confusion about the role boundaries of FY1 doctors. Further concerns revealed after taking up FY1 posts were: not arriving with sufficient ward experience, difficulties in making clinical judgements and management decisions for the care of acute patients and confidence in prescribing.
Incremental improvement in curriculum design
As the most recent addition to a small, but significant, literature, the Illing et al (2008) study results recorded a continuing rise in quality of the undergraduate experience in terms of the preparedness of medical students for the transition to practice as a doctor. An overall, historical incremental improvement in planning, implementing and evaluating the undergraduate curriculum can be traced, with structured, early and sustained learning through experiential contact with patients at its core. Clack's (1994) study was limited to graduates from King's College, London and conducted to inform new curriculum development. Through postal survey, five cohorts of graduates were asked how well the undergraduate course had equipped them for practice. 371 returns, a 78% response rate, showed that over 70% were satisfied with the knowledge and skills gained on the course, but not so content with the development of personal attributes. Given that nearly a third of graduates did not feel that the course had prepared them well, deficiencies were identified across the undergraduate programme. The King's study should have signalled to all medical schools the importance of curriculum evaluation. This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 7 As part of a regular series of surveys on long-term career choices, Goldacre et al (2003) conducted a national questionnaire survey (n=3,062, response rate =67%) to ask how well U.K. medical schools had equipped graduates from 1999 and 2000 for their work as Pre-registration house officers (PRHOs). This rested on embedding a single statement in a wider careers survey: 'My experience at medical school prepared me well for the jobs I have undertaken so far.' Responses were invited on a five-point Likert scale from 'strongly agree' to 'strongly disagree.' Only 4% strongly agreed with the statement, while 32% agreed, 22% neither agreed nor disagreed, 30% disagreed and 12% strongly disagreed. There were strong differences between responses by medical schools -ranging from 20% strongly agreeing/ agreeing at one school, to 73% at another. An open, narrative section at the end of the questionnaire typically drew responses such as graduates finding 'not enough emphasis on real life situations,' 'not enough time shadowing PRHO prior to commencing work,' with an overall pattern indicated -of good factual preparation but lack of structured experiential learning.
A replica follow-up study (Cave et al 2007) U.K. medical schools had thus improved overall in their ability to prepare graduates for the transition to working as a doctor and this improvement may have been due to curriculum enhancement. This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 8 Studies conducted by the University of Manchester School of Medicine (Jones, McArdle & O' Neill, 2002; O' Neill et al, 2003; Willis et al, 2003) and the University of Liverpool Medical School (Watmough, Garden & Taylor, 2006a , 2006b Watmough, Taylor & Garden, 2006) refined the evaluation agenda through better design -by comparing cohorts studying different curricula albeit within the same institutions.
New Problem Based Learning (PBL) approaches, involving learning derived from contextualised patient cases rather than abstract knowledge, were shown in both medical schools to better prepare graduates for the transition to PRHO posts than the traditional curricula. PBL approaches offered a greater component of experiential learning although limited to 'paper' cases.
Liverpool introduced their PBL course in 1996. Retrospective views of PRHOs on how well their undergraduate course had prepared them were gained through five focus groups that were audio taped, transcribed and analysed for content (Watmough, Taylor & Garden, 2006a) . Overall, the junior doctors surveyed felt that the new undergraduate programme had prepared them well in terms of confidence in adapting to role (professional practice) and in communication, although there were some misgivings about depth of factual knowledge (Watmough, Garden & Taylor, 2006b ). Interviews with educational supervisors confirmed these findings (Watmough, Taylor & Garden, 2006) .
Manchester introduced a PBL-based course in 1994 with an emphasis upon community-based medical education. PRHOs' retrospective views on how well prepared they were for the transition to their first jobs were gained by postal questionnaire survey, comparing the 1998 (traditional curriculum) and 1999 (new curriculum) graduate cohorts. The questionnaire, blueprinted on The New Doctor, This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 9 was also sent to a sample of educational supervisors. The findings showed that overall the new curriculum had a beneficial result on preparing graduates for work as a junior doctor, again with an emphasis upon preparation for role (Jones, McArdle & O' Neill, 2002) .
Parallel studies attempted to articulate the key qualities developed by the new curriculum through comparing how junior doctors from the old and new curricula dealt with critical incidents. Graduates from the new curriculum were better able to deal with uncertainty, define their limits and assert their rights for support. Although these graduates reported communication and emotional involvement issues (O' Neill et al, 2003) , they had a sophisticated view of their role as a team member (Willis et al, 2003) .
A picture emerges from these studies. First, curriculum evaluation is key to shaping undergraduate education in terms of better preparing graduates for their work as a junior doctor. Second, the undergraduate curriculum does make a difference to preparedness for role as a junior doctor. Third, a curriculum that integrates practical clinical experience with content learning shows benefits -in producing junior doctors who are fit for purpose. Fourth, a pattern of capabilities emerges from introducing structured experiential learning in the undergraduate years. While technically capable, graduates show greater confidence in contact with patients, ability to cope with uncertainty and ability to collaborate effectively. These relate particularly to role engagement and identity management, affording precisely the set of values, skills and knowledge that Roter and Hall (2006) , in a meta-analysis of studies of communication in medicine, show as still not evident across contemporary clinical practice. An historical trajectory of improvement of outcomes through modernising the undergraduate medicine curriculum can then be traced. But more remains to be done.
The study of Illing et al (2008) suggests that the key issue in preparing medical students for work is provision of meaningful engagement with clinical practice (both expert practitioners and patients) throughout the career of the student. This finding supports early and sustained use of 'experiential learning' approaches. However, there are two important questions to be asked on the back of this study. First, what contemporary educational theory and methods will best inform a work-based learning educational strategy (Bleakley, 2006; Bleakley, Bligh & Browne, in press 
Second, what, precisely, is meant by 'experiential learning'? We address these questions in the Discussion section.
METHODS
A questionnaire was utilised to measure relative levels of perceptions of the second cohort of graduates from Peninsula on how well they were prepared for their first clinical roles, two and a half months into their first FY1 placement within the Peninsula Postgraduate Deanery. The questionnaire offers a way to assess confidence in coping with this key transition. Results were compared with a serendipitously matched cohort of graduates from other medical schools on the same FY1 programme, offering an opportunity for evaluation of the curriculum as a complex educational intervention.
We gained permission from the designers of the Manchester study, referred to above, to adopt and adapt their questionnaire measuring perceptions of graduates 
Sample
The sample size was 146 out of 198 possible FY1 participants, giving a response rate of 74%. Of the 146 respondents, 54.2% were Peninsula graduates and 45.8%
were graduates from other medical schools offering a basis for comparison.
Questionnaire
This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267
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The two-part questionnaire is detailed in Tables 1 and 2 . The principal researcher attended mandatory FY1 education sessions across three hospital sites to inform potential participants of the study and to invite participation. For those who were not present at the educational sessions, an e-mail was sent asking them to voluntarily complete the questionnaire.
The first section of the questionnaire (Table 1) 
Data Analysis
The data were analysed using SPSS for Windows 16.0. An exact Chi-square test was used to identify any statistically significant differences between graduates from Peninsula and graduates from other medical schools. Statistical significance was set at p≤0.01, given the number of comparisons being made. While a five-point Likert scale was used in the questionnaire, for the purposes of clarity in data reporting the data were recoded into three groups: above the mid-point on the five point scale
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(extremely/well prepared), the mid point (prepared) and below the mid point (not very well prepared/unprepared).
RESULTS
Of the 58 items in the questionnaire, a statistically significant difference between the cohort of Peninsula graduates and the cohort of graduates from other medical schools was found on 15 items. 14 of these were in favour of the Peninsula cohort, where one favoured the cohort of graduates from other schools ( Of the remaining 43 items, nine showed a high level of preparedness (>80%) across the combined cohort (Table 4) , including seven general capabilities and two specific clinical skills. More than 20% of graduates across the combined cohort felt unprepared for only eight broad capabilities and specific clinical skills (Table 5 ). This included 'prescribing safely' and prescribing was also listed several times as being a
problem in the open question, for example: 'I think [our medical school] prepared us so well in most aspects however prescribing drugs was probably not well covered.'

DISCUSSION
Explanation of the findings: a curriculum effect
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As junior doctors reflect on their undergraduate curriculum, albeit very early in their career, the educational innovations introduced at Peninsula are seen as beneficial.
While preparedness for practising technical medicine safely and capably was reported, Peninsula graduates reported being particularly well prepared for the 'nontechnical' or 'value-added' aspects of medicine, such as 'coping with uncertainty,' 'breaking bad news to patients and relatives,' 'understanding the purpose and practice of appraisal,' 'undertaking a teaching role' and 'taking part in advanced life support' (which requires collaborative teamwork).
The findings in no way disparages other medical schools' approaches -indeed, a relatively high level of preparedness for practice is reported across the entire FY1 cohort studied. However, where there is a positive and significant difference in favour of Peninsula graduates, this finding seeks explanation. We suggest a curriculum effect, as a complex educational intervention where the key difference in curriculum approach may be Peninsula's emphasis upon early, structured and sustained experiential clinical learning, focusing upon practical knowing as well as analytic reasoning.
Limitations to the study
There are four key limitations to the study:
1. Measures of perception rather than performance are used, where self-reports are notoriously unreliable (Gordon, 1991; Eva & Regehr 2007) and correlation between levels of confidence and levels of performance is uncertain (Morgan & Cleave-Hogg, This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010.540267 16 2002). We were aware of such limitations, but wished to progress the associated studies reported above that also used self-reports. We have a rationale for this: that while self-reports are sometimes seen as invalid measures, we suggest that selfreporting is, as Eva & Regehr (2007, p. 581) note, 'reflection in practice' -or, precisely how junior doctors carry out their daily work. Self-reporting then has high ecological validity, as a mirror of real work. Paradoxically, many of the studies that decry the validity of self-reporting are carried out with undergraduate Psychology students in laboratory conditions and then show ecological invalidity. Further, as we utilised a comparison design over two cohorts, there is still an effect to be explained -that of a consistent difference between the cohorts. While the stronger self-reports may indicate confidence in ability rather than ability itself, we would not see this as a drawback. Confidence is an important quality in successfully managing transition. Again, the spectrum of self-reporting scores may not indicate distorted views but a spectrum of ability for reflection in practice.
2. The study is local and necessarily small scale and this FY1 year may be unique in some way, limiting generalisability.
3. There is a focus upon instrumental and descriptive issues such as lists of skills, rather than role and identity issues such as how a medical student's identity is reconstructed to become a doctor. The latter approach reframes transition as an issue of identity management rather than accumulation of knowledge and skills, following the view that work-based learning is centred not on what one knows but how one manages identity in terms of legitimate participation in a community of practice (Wenger, 1998) .
4. Evaluation outcomes may reflect the admissions policy rather than specific curriculum effects (Pearson et al, 2002) .
Curriculum enhancements
A striking finding was that Peninsula graduates were particularly well prepared for 'coping with uncertainty' -one of the school's main undergraduate learning outcomes (Knight & Mattick, 2006) . The complex of recognising, managing and communicating uncertainty is recognised by medical education academics such as Ludmerer (1999) and Montgomery (2006) and clinicians such as Groopman (2007) as the key issue facing medical education. The curriculum is designed so that students learn how to tolerate ambiguity and manage uncertainty through facilitated exposure to relatively ill-structured situations in 'activity learning' contexts (Engeström, 2008; Bleakley, Bligh & Browne, in press ).) involving working with patients and colleagues.
Among learning that affords the 'value added' dimension to the Peninsula curriculum is undertaking teaching roles and engaging with an appraisal model of professionalism. These curriculum enhancements may explain why the Peninsula cohort felt well prepared for these roles in comparison with the graduate cohort from other medical schools.
In one area ('providing appropriate care for people of different cultures') graduates from other medical schools perceive themselves as significantly better than This is a post-print author's draft of an article accepted for publication in the journal Medical Teacher 2011. DOI: 10.3109/0142159X.2010. 540267 18 graduates from Peninsula. This may be explained by the fact that the far South West peninsula population has unusually low ethnic diversity. In contrast, the comparison cohort contains graduates from city-based medical schools where there are opportunities to work across an ethnic mix. FY1 doctors also continue to find prescribing an issue and this is echoed in other studies (Illing et al, 2008) , indicating an area of national concern for the undergraduate curriculum.
Future research: conceptualising experiential learning
There are several future lines of inquiry that the study suggests. Returning to the Illing et al (2008) study and its influence upon Tomorrow's Doctors 2009, it is rather naive to simply suggest that 'experiential learning' in the workplace throughout the undergraduate years will necessarily better prepare medical students for the transition to work as junior doctors. We need, first, to better conceptualise 'experiential learning.' There is, for example, a difference between learning through experience (reflection-in-action, learning by doing, or enactive learning), learning from experience (reflection-on-action, reflexive accounting) and learning to experience (tolerance of ambiguity, openness, adaptability and flexibility). It may be that learning through and to experience -rather than just from experience -is what identifies the excellent, rather than the merely competent, practitioner (Bleakley, 1999) . 
Practice Points
 Undergraduate medicine and surgery curricula should be evaluated to inform curriculum development.
 Evaluations can build on previous studies to establish a progressive evidence base.
 Perceptions of 'preparedness to practice' for FY1, taken retrospectively, can indicate the power of a curriculum to prepare junior doctors for clinical work.
 Tolerance of uncertainty is a key attribute in managing the transition from medical student to Foundation doctor.
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